. M., A SINGLE woman, aged 21, was admitted to the Chelsea Hospital for Women on May 5, 1906; she had never menstruated, and she complained, in addition, of pain in the left side and a white discharge. Since the age of 18 she had suffered from attacks of headache, dizziness, and faintness, which recurred every four or six weeks with more or less regularity. During these attacks there was a good deal of leucorrhoeal discharge, and she stated that the left breast became swollen and painful, and the left side of the lower abdomen became hard and swollen. On examination under anaesthesia the uterus was found to be small and the sound passed for 1i in. only. The position and mobility of the uterus were normal; both ovaries were present and appeared to be normal also. No enlargement or thickening of the tubes was detected. The case was regarded as one of infantile uterus, and nothing further was done.
the attacks. On one or two occasions the discharge had been slightly pink in colour. The patient's general health was fairly good, and no signs of disease were detected on examination of the lungs, the heart, or the urine.
On bimanual examination the uterus was found in the normal position,. and some ill-defined thickening was felt in the position of the uterine appendages, but the tube and ovary were not definitely felt on either side. It was decided to do an exploratory abdominal operation in the hope of being able to relieve the attacks of pain. On opening the peritoneal cavity no intestinal or omental adhesions were found, and the vermiform appendix was found healthy. The uterine half of the left Fallopian tube was thickened and considerably dilated up to the cornu of the uterus, over which the swelling appeared to extend; the outer half was not much thickened, but the abdominal ostium was sealed. The right tube was sealed, thickened, and moderately dilated throughout its extent. The left ovary was densely adherent to surrounding structures; the right ovary was normal in size and appearance, except for a few superficial adhesions. I decided to remove both the tubes and the left ovary, leaving the uterus and the right ovary which appeared to be normal. The uterine ends of the tubes were freely excised by cutting into the cornu, and in the left uterine wall a cavity was opened from which a considerable quantity of thick yellow pus exuded on pressure; it was therefore decided to remove the uterus as well, and this was done by the supra-vaginal operation, the healthy right ovary being conserved.
The uterus, after removal, measured fully 2 in. in length, and therefore was not much smaller than a normal nulliparous organ when allowance is made for the portio vaginalis which was not removed. The uterine cavity was lined by a thin and apparently normal endometrium. The tubes both contained pus and their walls were much thickened. The pathologist to the hospital, Mr. Glendining, reports that he failed to find tubercle bacilli in the tissues, but that a small number of giant cells and giant cell systems were present. I may add that there was no sign of peritoneal tubercle seen during the operation. We may, however, say that the salpingitis was in all probability tuberculous, although definite proof is lacking. The ovary removed was practically healthy and contained many unripe follicles and corpora albicantia, and one recent corpus luteum.
It is very difficult to understand why this woman had never menstruated. There is definite histological evidence that the process of ovulation had been proceeding in a normal manner; the uterus, though rather small, showed a lining membrarle which possessed welldeveloped and numerous glands, and was indistinguishable from a normal endometrium. Why, then, did she not menstruate? The only abnormal conditions found were in the Fallopian tubes, which were sealed, and were the seat of chronic suppurative inflammation. It is not unreasonable to suppose that this process may have been in existence for several years, possibly since childhood, but can it have prevented the establishment of the menstrual process ? In this connexion I should like to recall to the Fellows a very interesting case of primary amenorrhoea published in the British Medical Journal in October, 1910, by Mr. W. G. Spencer and Mr. Alban Doran.' The patient, who was aged 18 and had never menstruated, suffered from periodic attacks of "peritonitis," for the relief of which Mr. Spencer operated. He found that both Fallopian tubes were absent; the uterus was apparently normal, and both ovaries were present and apparently normal. Mr. Spencer laid open the fundus of the uterus, exposing the uterine cavity, and stitched both ovaries over the opening so as to throw them into communication with the interior of the uterus. In reporting the case eighteen months afterwards he stated that the patient had been perfectly well and, as I understand him, had menstruated regularly. The only possible explanation appears to be that the entrance of discharged ova into the uterine cavity was in this .case requisite for the establishment of the menstrual function. And in my own case, the primary amenorrheea, notwithstanding the presence of normal ovaries and normal, uterus, might possibly be explained upon the same hypothesis. January, 1912 . There was a history of a severe loss of blood one year previously, and for the last year the menstrual loss had been excessive, with a continuous blood-stained discharge since No'vember, 1911 . The menstrual discharge was unassociated with pain. There was a history of flatulence and. discomfort after meals.
On examination the cervix was found to be normal and the body of the uterus was of normal size and position. In these circumstances exploration of the interior of the uterus was advised. Great difficulty was experienced in introducing a tent four days later, as a preliminary to dilatation with Hegar's bougies next day. On introducing the dilators large crumbling, caseous fragments came away from the canal, leaving little doubt of the malignant nature of the process. These fragments were submitted to microscopic examination and showed proliferating glandular elements embedded in a degenerating stroma (? fibroid). The sections were submitted, at the request of the relatives, to a consultant, who supported the view as to their malignant character.
One week after this exploration, panhysterectomy was carried out; in addition an appendix, fibrosed at its tip and adherent over the pelvic brim to the sheath of the big vessels, was removed. There were no complications during convalescence.
The specimen shows a uterus with a cavity little altered and lined by normal endometrium. Springing from the internal os by a narrow pedicle is seen a small fibroid polyp, the size of a marble, with an irregular friable surface. The polyp has led to dilatation of the cervical canal. Sections taken through the centre of the growth and stained with van Gieson show it to be a true fibromyoma of the uterus.
